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In July, 1922, the first radiographs were obtained ( fig. 2) . In January, 1923, when I first saw the patient the tooth appeared normal except that the pulp did not react to thermal changes or to mechanical stimulation of the dentine. The gum-margin was intact all round the tooth and there were no symptoms of periodontitis. At this time the cavity had not been recognized.
In April, 1925 , the patient complained of vague neuralgic pains in the region of the right ear, and, this tooth being under suspicion, further radiographs were taken ( fig. 3 ). The gum-margin still appeared intact and there was no communication between the gingival trough and the cavity.
As to the length of time the cavity had been present I have no evidence, but from the slides prepared from radiographs taken in 1922 (July) and 1925 (April) it is evident that it had not increased in size materially during that time. It does not appear that there could have been any impaction of the third molar.
In the first place, the exceedingly good position of the tooth, in relation to the premolars, shows that it either erupted there after the premature extraction of the first molar, or moved there shortly afterwards. This must have left ample room for the third molar to erupt. The slide shows the space available. In the second place the slide of the film taken in 1922, a year after the extraction of the third molar, shows the anterior portion of its socket not completely obliterated, and in such a position as entirely to eliminate any possibility of its impaction. [January 25, 1926. Notes of a Complicated Removal of a Third Molar. Fatal Sequel.
By WALTER HARRISON, L.D.S.Eng., and E. W. LOWE, L.D.S.Ed. THE patient, a young lady, aged 26, presented herself to us on the morning of September 9. She complained of much pain and swelling on the right side of the mandible, discomfort having commenced about five days previously with increasing severity. Upon examination of the mouth we found a partially erupted, semi-impacted lower right third molar. The condition was inflammatory, but careful examination failed to reveal any pus. The examination was very difficult owing to great pain and tenderness, and almost complete inability on the part of the patient to open her mouth, the soft tissiues being very badly inflamed and swollen.
After consultation we agreed that the removal of the offending molar was an urgent necessity. The mouth was syringed with hot water, and the patient dismissed with instructions to continue with frequent hot mouth washes until the afternoon, when she returned by appointment.
It was decided to attempt a regional ancesthetic; and 11 c.c. of Waite's anesthetic was given from a Waite's all-glass syringe. So great was the closure of the jaws that it was impossible to get the delicate barrel of the syringe between the teeth.
Anaesthesia was sufficiently established to enable the writers to begin the operation. It was impossible to apply forceps along the long axis of the tooth, and the attempt with that instrument was abandoned in favour of a straight elevator. With this we were successful in dislocating the tooth from the socket. It was thought at first that the tooth had merely risen iD the socket, but exploration of the area disclosed the fact that complete dislocation had been effected. It was almost impossible to see, but eventually a glimpse was caught of the tooth lying in the soft tissues posteriorly to its natural position. It was fairly freely movable, but owing to it being very slippery the writers were unable to grasp it with any instrument. Many other attempts were made to remove the tooth, but eventually all trace of it was lost; it could neither be seen nor felt, and, as there was no cough or interference with normal respiration, it was concluded that it had been swallowed.
The patient was dismissed with instructions to return the next day. She did not appear, and two days later, September 11, her medical attendant informed us by telephone that she was in bed, in great pain, and unable to come out. One of the writers visited her the same day and found the closure less severe, but exploration revealed no sign of the tooth. The socket was syringed on that day, and also on September 12 and 14; by that date the patient was up and fairly comfortable. The tooth had not been found in the excreta, but no essential importance, for many reasons, was attached to that.
Subsequently the writers heard from her doctor that the only discomfort was a certain tenderness in the soft palate. We asked him to bring the patient to us, A.
CT and eventually an appointment was made for September 26. The patient's doctor met the writers in consultation and a careful exploration of the area was made. The inflammatory condition had now entirely subsided. A suggestion made by one of us that an X-ray examination should be undertaken was discouraged by the doctor on the ground of expense, and in this he was seconded by the other of us who was still of opinion that the tooth had been swallowed, basing his conclusions upon the total absence of any symptoms, local or in the respiratory tract. A further consultation took place between the writers on September 28, and they decided for their own satisfaction to have a skiagram taken at the earliest opportunity, the date of which was October 6. The radiologist first screened the patient, without revealing the missing tooth. He then took a negative, which we saw on October 7; this showed the tooth lying, with its apices forward, along the inner border of the angle of the jaw. The plate was shown to the patient's medical attendant the same morning and it was requested that a general surgeon should be asked to remove the tooth. This was arranged, and the operation was performed on October 16. There wvas a small fistulous opening in the soft palate; this was distended, the tooth being i emoved through the opening-the crown facing forwards and the roots backwards. 'Ihe patient made a rapid recovery and was sent home the next day, October 17.
On October 20 one of the writers visited her and met her about to leave her house. She promised to call the next day, but did not do so, and this was the last time either of us saw her. On Sunday, October 25, the patient had two epileptiform seizures and was removed to a nursing home.
NOTES BY MR. PERCY SARGENT, C.M.G., D.S.O., F.R.C.S. October 27.-Two days ago epileptiform attacks suddenly occurred, Patient recovered, but next day it was found that the left plantar reflex was extensor in type. The left leg rapidly became weak, and this was followed by weakness of the left arm, beginning at the shoulder and extending to the hand. Cerebro-spinal fluid slightly turbid.
Operation.-The upper motor area was exposed on the right side. The general intracranial pressure was considerably raised. At the leg area the pre-central gyrus was pale, soft and broad. This was explored, but no pus was found. The operation was therefore converted into a simple decompression.
Report on Cerebro-spinal Fluid.-Turbid. Protein, 0'08 per cent. Chlorides, 0'69 per cent. Trace of reducing substance. Infecting organism not found.
Patient did well at first, but died in hyperpyrexia a few days later, November 2.
